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MAIN POINTS

• The present study revealed elevated levels
of emotional eating among participants,
whereas other eating behaviors were mod-
erate.

• The EBQ scores were notably higher in
older adults, married individuals, those
without children, high-income groups, and
participants with chronic illnesses or phys-
ical disabilities.

• Significant positive correlations were iden-
tified between AEBQ scores and factors
such as age, number of children, duration
of illness and disability, and BMI.

• Furthermore, both the illiterate and highly
educated groups exhibited significant vari-
ations in the AEBQ scores.

• These results underscore the multifaceted
influence of demographic variables on eat-
ing behaviors among adults.
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ABSTRACT

Aim: This study aimed to determine the eating behaviors of individuals over the age of
18 years who applied to a family health center as well as the associated factors.
Materials and Methods: This cross-sectional study included 1,684 adults aged 18 years
who attended two Family Health Centers in Elazığ, Turkey. Participants voluntarily com-
pleted a questionnaire, including sociodemographic items and the AEBQ, through face-
to-face interviews. Ethical approval was obtained from the Ethics Committee of the Non-
Interventional Clinical Trials. Statistical analyses, including t-tests, analysis of variance,
Pearson correlation, and multiple linear regression, were used to examine associations
between eating behaviors and sociodemographic and health-related factors.
Results: The participants’ emotional eating (EE) scores were high, whereas the other
AEBQ subscale and total scores were moderate. Higher AEBQ scores were observed in
individuals aged≥55 years, married, childless, with higher income, with chronic diseases,
or with physical disabilities. Positive correlations were found between age, number of
children, chronic disease duration, physical disability duration, BMI, and AEBQ scores.
Conclusion: The study demonstrates significant associations between sociodemo-
graphic and health-related factors and EEBs. These findings support the need for further
research using the AEBQ and may guide interventions to promote healthier eating habits
and improve the health of the population.
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INTRODUCTION

As one of themost basic human needs, nutrition is important
for protecting and promoting health and enhancing the qual-
ity of life [1]. Individuals’ nutritional needs vary according to
age, gender, physical activity intensity, disease condition, and
genetic structure [2].
An energy deficit emerges if the daily energy intake is less than
the total energy consumed. The lower daily energy intakemay
be due to reasons such as consciously or unconsciously unbal-
anced and inadequate nutrition, abnormal eating behaviors,
and the inability to meet the energy requirement due to en-
ergy intake restriction [3].

Behaviors related to eating habits are establishedover time and
are affected by both psychosocial and social factors [4]. Many
factors affect food choice, including age, habits, educational
level, accessibility, environment and ethics, body weight con-
trol, perceived stress level, genetics, nutritional knowledge,
physical activity level, and concern about good health [5].
These factors, which we refer to as personal characteristics
and environmental factors, may cause eating behavior distur-
bances [6].

The gradual increase in obesity all over the world is an impor-
tant issue for us to question the eating habits of adults [7].
Obesity is a health problem that negatively affects psycholog-
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ical and physical health and leads to an elevated mortality rate
[8]. Overeating and reduced physical activity are causes of
weight gain [9].
Eating behavior may also show different trends when affected
by individuals’ sociopsychological state. These include eating
behavior disorders such as emotional eating, external eating,
and restrictive eating [10]. Emotional Eating can be described
as a response to emotions such as joy, stress, and sadness by re-
ferring to food.External Eating refers to eating in response to
external stimuli such as the smell and presentation of food,
even though one is not hungry. Restrictive eating is defined
as excessive restriction of food intake due to anxiety about
weight gain [11].
This study aimed to determine the eating behaviors of indi-
viduals over the age of 18, identify the factors affecting eating
behaviors, examine these factors, andmake recommendations
for regulating the eating behaviors of individuals.

MATERIALS ANDMETHODS
Data analysis
This study was conducted using a cross-sectional method
with quantitative data. Quantitative research is conducted
within the positivist paradigm framework and emphasizes the
use of probabilistic sampling methods in large populations
and samples [12]. This study employed an observational
model, a type of quantitative method, and collected data
through face-to-face interviews. The researchers informed the
participants through the informed consent form attached to
the questionnaire, which included the principles of the Dec-
laration of Helsinki. The inclusion criteria of the study were
voluntary participation and registration in the FHC. The ex-
clusion criteria were withdrawal from the study during or af-
ter the completion of the questionnaire. The study was com-
pleted with 1684 participants.
The research was conducted betweenMay 31 and August 31,
2023, at Family Health Units No. 91 and No. 105 in the city
center of Elâzığ. During the specified dates, 1292 and 958 pa-
tients presented to Family Health Unit No. 91 and 958 to
Family Health Unit No. 105, making a total of 2250 appli-
cations. The study included all individuals aged 18 and over
who volunteered to participate, and the research was com-
pleted with a total of 1,684 individuals. This number corre-
sponds to approximately 75% of adult applicants during the
study period. In descriptive cross-sectional studies, when a
very large portion of the universe is reached, calculating amin-
imum sample size is unnecessary [13].
The questionnaire form used in the study consists of two sec-
tions: The first part of the form contains the Individual In-
formation Form, which includes questions about sociodemo-
graphic characteristics such as age, gender,marital status, edu-
cational level, health conditions such as diseases and allergies,
and questions that investigate the attitudes and behaviors of
the participant toward eating habits. The second part of the
form is the “Adult Eating Behavior Questionnaire (AEBQ).”

The dependent variable of the study is the total score and
subscale scores of the AEBQ. The independent variables were
sociodemographic and health-related characteristics, such as
age, gender, marital status, education level, parental status,
occupation, perceived economic status, difficulty in accessing
the health center, presence of a chronic disease, presence of
a physical disability, height, weight, body mass index, num-
ber of main meals/snacks, dietary habits, and the number of
healthcare service applications. The main hypothesis of the
research is that these independent variables have significant ef-
fects on the AEBQ scores.
The original form of the AEBQ developed by Hunot et
al. [14] in 2016 consists of 35 questions. Participants
are expected to self-assess using a 5-point Likert-type re-
sponse ranging from “Strongly agree” to “Strongly disagree.”
Accordingly, the minimum and maximum possible scores
are 35 and 175, respectively. Higher scores indicate that
individuals exhibit specific eating behaviors more promi-
nently. Items in the AEBQ are classified on eight scales,
four of which are food approach and four food avoidance
scales. The scale has eight subscales:Enjoyment of Eating
(EE), Emotional Over-eating (EO), Emotional Under-eating
(EU), Food Fussiness (FF), Food Responsiveness (FR), Slow-
ness in Eating (SE), Hunger (H), and Satiety Responsive-
ness (SR). The validity and reliability study conducted by
Şengül et al. [15] reported Cronbach’s alpha values as EE
= 0.70, EO = 0.71, EU = 0.86, FF = 0.80, FR = 0.81,
SE = 0.93, H = 0.77, and SR = 0.70 [15]. However,
the Cronbach’s alpha values in this study were found to
be EE=0.78,EO=0.97,EU=0.97,FF=0.73,FR=0.89,SE=0.65,
H=0.86,and SR=0.81. There is no cutoff value for the scale.
Scale evaluation is based on eight subheadings and a total av-
erage score. In the validity and reliability study conducted by
Yardımcı et al. in a similar manner, the descriptive statistics
(mean ± SD), internal consistency (Cronbach’s alpha), and
test–retest reliability of theAEBQ-TRwere also reported. In-
ternal consistency demonstrated that the questionnaire had
adequate reliability, with Cronbach’s alpha coefficients ex-
ceeding 0.70 for all subscales except satiety responsiveness.
Test–retest reliability was also above 0.70 (ranging between
0.95 and 0.98) for all subscales of the AEBQ-TR [16].
The Non-Interventional Clinical Trials Ethics Committee
of the Gaziantep Islam Science and Technology University
granted written approval before the study (approval no:
2023/214).

Statistical analysis

Analyses were conducted using a statistical software package
and subsequently verified using R, an open-source and free
software. Categorical data are expressed in numbers and per-
centages. For numerical data,a normality analysis was per-
formed. To assess the applicability of parametric tests, the as-
sumption of normality was examined using the Kolmogorov-
Smirnov test, and the skewness (0.372) and kurtosis (1.032)
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values were found to be within acceptable limits. The Lev-
ene test was used to evaluate the homogeneity of variances,
and the assumption of homogeneity was met. Therefore, fol-
lowing the one-way analysis of variance, the TukeyHSDpost
hoc test was used to determine the source of the difference
between the groups. Pearson correlation analysis, paramet-
ric analyses (independent sample t-test and one-way analysis
of variance test), and multiple linear regression analysis were
performed. The independent variables to be included in the
analysis were selected from variables found to be significant in
the univariate analyses in our study and from previous litera-
ture findings. Additionally, a check for multicollinearity was
performed as the variables were entered into the model, and
the VIF values were found to be <10. A statistical significance
level of p<0.05 was set.

RESULTS
The average age of theparticipantswas 39.45±15.58 (min: 18,
max: 84 years), and 44.7% were male. Table 1 shows the de-
scriptive characteristics of the participants.
This study revealed that 6.1% of the participants reported
their marital status as "other." Among respondents, 33.8%
identified themselves as single, while 60.1% reported being
married. The mean number of children was 2.64±1.40 (min:
1, max: 8). 42.3% of the participants indicated their profes-
sion as “other,” while 281 (39.1%) of them stated that they
were employed in the private sector, 100 (13.9%) of them
stated that they were retired, 82 (11.4%) stated that they were
teachers; 72 (10.0%) stated that they were health workers; 66
(9.2%) stated that they were students; 53 (7.4%) stated that
they were academicians, 23 (3.2%) stated that they were en-
gineers, 23 (3.2%) stated that they were business owners, 13
(1.8%) stated that theywere police officers, and 5 (0.7%) stated
that they were pharmacists. The rate of those who reported
having difficulty in accessing health services was 71.7%, 671
people (55.2%) stated that they could not make an appoint-
ment, 295 people (24.3%) stated that the number of queues
at the hospital was too long, 142 people (11.7%) stated that
transportation conditions were difficult, 100 people (8.2%)
stated financial constraints, and 8 people (0.7%) stated physi-
cal disability as one of the reasons why they could not access
services. The rate of participants with chronic diseases was
26.2%, and the mean duration of the disease was 10.93±6.67
(min: 2, max: 40 years). The mean number of family physi-
cian visits in the last year was 2.69±1.52 (min: 1, max: 10
times), while the mean number of hospitalizations in the last
year was 3.02±2.11 (min: 0, max: 15 times).
The mean height of the participants was 168.36±9.53 cm
(min: 150, max: 192 cm), their mean weight was 71.08±9.78
(min: 48, max: 99 kg), and their mean body mass index was
25.13±3.76 (min: 17.65, max: 39.55).
The mean number of main meals consumed by the partici-
pants per day was 2.32±0.50 (min: 1, max: 4), and the mean
number of snacks was 1.02±0.82 (min: 0, max: 3). Almost

half of the participants skipped the main meal. Table 2 shows
the nutritional characteristics of the participants.
As shown in Table 3, the participants’ mean EE score was
high. The mean scores of the other subscales and the AEBQ
mean score were medium.
In the evaluation conducted to identify the general eating be-
haviors of adults, the mean total AEBQ score among partici-
pants aged 18 years and older was found to be 101.95 ± 11.66.
Among the subscales, the highest mean score was observed in
the EE subscale (10.81 ± 2.08), while the lowest mean score
was observed in the FR subscale (7.77 ± 2.91). These find-
ings provide a descriptive overview of the study population’s
general eating behaviors (Table 3).
As shown in Table 4, the age range of the participants caused
a difference in the distribution of AEBQ scores. The mean
scores of those who were 55 years old and older were higher
than those in the other two age ranges. This was highly sig-
nificant (p<0.001). The variable of sex did not cause a dif-
ference in the distribution of AEBQ scores. At the educa-
tional level, it was found that both illiterates and those who
held a higher degree of education were statistically highly sig-
nificant groups causing the difference (p<0.001). Similarly,
thosewhohadno children (p<0.001), thosewho earnedmore
income (p<0.001), those who suffered from chronic diseases
(p<0.001), and those whowere physically disabled had higher
AEBQ scores.
Table 5 shows the correlation between the characteristics of
the participants and AEBQ. There was a statistically signifi-
cant positive correlation between the participant’s age, num-
ber of children, duration of chronic disease, duration of phys-
ical disability, and BMI values and their AEBQ scores, but
these variables were very weakly correlated with a one-unit
change in the AEBQ.
In this study, the model created to establish the variables af-
fecting the AEBQ score was found to be significant (p<0.05).
TheAEBQ scorewas predicted in terms of the variables of ed-
ucational level, perception of income level, and having a phys-
ical disability. The level of education explained 1.14% of the
1 (one) standard deviation change in the AEBQ score, 0.49%
by the perception of income level, and 2.07% by the presence
of a physical disability. explained (Table 6).
Age, educational level, number of children, perceived income
level, presence of chronic disease, and physical disability were
identified as factors influencing eating behaviors. These vari-
ables were significantly associated with AEBQ scores, thereby
indicating the factors affecting eating behaviors.

DISCUSSION
In this study, which was conducted to determine the eating
behaviors of individuals over the age of 18 who applied to
the family health center, the mean age of the participants was
39.45±15.58 (min: 18, max: 84 years), and 44.7% were male.
In a similar study by Şengül, it was reported that themean age
of the participants was 19.36±1.70 [15].
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Table 1. Some descriptive characteristics of the participants (N= 1684).

Characteristics n %

Age range
35 years and under 820 48.7
Between 36-55 years 591 35.1
55 years and over 273 16.2

Gender Male 752 44.7
Female 932 55.3

Marital Status
Married 1012 60.1
Single 570 33.8
Other (Widow/Divorced/Estranged) 102 6.1

Educational Level

Illiterate 38 2.3
Literate 31 1.8
Primary school 99 5.9
Secondary school 135 8.0
High school 601 35.7
University 780 46.3

Having a child Yes 652 38.7
No 1032 61.3

Profession n (1679)

Civil servant 302 18.0
Worker 139 8.3
Farmer 23 1.4
Self-employed 115 6.8
Housewife 390 23.2
Other 710 42.3

Perceptions of income status
Income more than expenses 334 19.8
Income equal to expenses 697 41.4
Income less than expenses 653 38.8

The status of having difficulty in accessing the health centre

Never 476 28.3
Rarely 463 27.5
Sometimes 523 31.1
Usually 161 9.6
Always 61 3.5

The status of having chronic disease No 1243 73.8
Yes 441 26.2

The status of having a physical disability No 1671 99.2
Yes 13 0.8

Table 2. Some nutritional characteristics of the participants (N= 1684).

Characteristics n %

Skipping main meals

No 904 53.7
Yes 144 8.6
Sometimes 628 37.3
Often 8 0.5

Which meal do they skip the most?

Breakfast 337 20.0
Lunch 409 24.3
Dinner 49 2.9
Don’t skip any at all 889 52.8

Diet

Vegetarian 5 0.3
Vegan 88 5.2
Pescatarian 48 2.9
Omnivorous 1543 91.6

Having a food allergy Yes 41 2.4
No 1643 97.6

In the present study, 60.1% of the individuals were married,
26.2% had a chronic disease, and 53.7% did not skip the main
meal. In their study, Arslantaş et al. reported that 1.7% of

the participants were married, 14.9% had a chronic disease,
and 75.1% had an eating habit of 3 or more meals per day
[17]. While the present study shows similar characteristics to
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Table 3. Scores of AEBQ and its subscales used in the study.

Mean ± SD Median Min. Max. 95% CI

EE 10.81±2.08 11.00 3.00 15.00 10.71-10.90
EO 8.25±3.42 9.00 3.00 15.00 8.08-8.41
EU 12.68±4.38 12.00 4.00 20.00 12.47-12.75
FF 13.35±4.12 14.00 5.00 25.00 13.16-13.55
FR 7.77±2.91 7.50 3.00 15.00 7.63-7.91
SE 12.01±4.64 12.00 4.00 52.00 11.79-12.24
H 12.73±4.66 12.00 5.00 25.00 12.50-12.95
SR 12.15±3.61 12.00 4.00 20.00 11.98-12.33
AEBQ 101.95±11.66 102.00 73.00 145.00 101.39-102.50
REMARKS: EE; Enjoyment of Eating, EO; Emotional Over-eating, EU; Emotional Under-eating, FF; Food Fussiness, FR; Food Responsiveness, SE; Slowness in Eating, H;
Hunger, SR; Satiety Responsiveness, AEBQ; Adult Eating Behaviour Questionnaire.

Table 4. The variables causing a difference on the distribution of AEBQ mean scores of the participants (N= 1684).

Characteristics Variable n AEBQ Test values Effect Size η²Mean±SD

Age range
35 years and under 820 101.45±12.41a F= 21.11

0.012-0.040Between 36-55 years 591 100.74±11.44b p= <0.001
55 years and over 273 106.03±8.52a,b

Gender Male 752 102.26±12.08 t= 0.990
Female 932 101.69±11.30 p= 0.322

Marital status
Married 1012 102.78±11.26a,b F= 18.603

0.010-0.037Single 570 99.76±12.06a,c p= <0.001
Other 102 105.82±11.23b,c

Educational level

Illiterate 38 111.55±10.65a

0.030-0.069

Literate 31 110.16±5.17b
Primary school 99 107.53±6.51c F= 17.621
Secondary school 135 98.37±10.40a,b,c p= <0.001
High school 601 102.23±12.54a,b,c
University 780 100.84±11.29a,b,c

Having a child Having a child 652 100.46±12.18 t= -4.341 -0.315-0.119Having no child 1032 102.92±11.21 p= <0.001

Profession n (1679)

Civil servant 302 104.46±13.46a

0.057-0.106

Worker 139 107.26±9.89b,e
Farmer 23 106.60±8.92c F= 30.234
Self-employed 115 103.56±11.13d p= <0.001
Housewife 390 103.92±10.00e,f
Other 710 98.12±10.78a,b,c,d,f

Income status?
Income more than expenses 334 103.22±12.61a F= 4.373

0.000-0.013Income equal to expenses 697 101.04±11.96a p= 0.013
Income less than expenses 653 102.27±11.66

Having difficulty in accessing the health centre?

Never 476 98.70±11.23a

0.061-0.111
Rarely 463 100.99±10.77a,b F= 39.544
Sometimes 523 102.39±12.38a p= <0.001
Usually 161 109.13±7.84a,b
Always 61 111.73±9.58a,b

Chronic disease? No 1243 101.16±12.25 t= -4.678 -0.368-0.150Yes 441 104.16±9.44 p= <0.001

Physical disability? No 1671 101.77±11.52 t= -7.289 -2.579-1.479Yes 13 125.07±2.53 p= <0.001

REMARKS: a,b,c,d,e,f show the groups causing the difference and Tukey test was run. SD: Standard Deviation, AEBQ: Adult Eating Behaviour Questionnaire.

Arslantaş’s study in some aspects, it also shows differences in
some aspects; this difference is due to the population inwhich
the studies have been conducted and the different population
groups.
In thepresent study, theAEBQmean scorewas 101.95±11.66

(min: 73, max: 145 points), which was at aa moderate level.
Thehighest scorewas 13.35±4.12, obtained in theFF subscale
(95% CI: 13.16-13.55) and the lowest score was 7.77±2.91,
obtained in the FR subscale (95% CI: 7.63-7.91). In a similar
study conducted by Yardımcı et al., it was reported that the
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Table 5. The correlation of some characteristics of the participants and AEBQ (N= 1684).

Age Number of Children Duration of chronic disease Duration of physical disability BMI

AEBQ r 0.113** 0.111** 0.159 1.000** 0.263**
p <0.001 <0.001 <0.001 0.001 0.001

**Significant level at the level of 0.01, * at the level of 0.05.

Table 6. Some of effective characteristics on the AEBQ score.

Stan.Coef. β t p Subscale/Component 95% CI VIF

Constant 91.243 19.102 <0.001 81.87-100.61
Age -0.197 -0.364 0.716 -0.009 -1.261-0.866 2.09
Marital status -0.791 -1.461 0.144 -0.036 -1.852-0.271 1.41
Educational level -1.420 -4.419 <0.001 -0.107 -2.050-0.790 1.74
Having a child 0.486 0.605 0.545 0.015 -1.090-2.063 2.00
Income -1.336 -3.140 0.002 -0.076 -2.171-0.502 1.30
Chronic disease 1.365 1.570 0.117 0.038 -0.341-3.071 1.91
Physical disability 19.729 5.969 <0.001 0.144 13.246-26.212 1.09

AEBQ mean score was at a moderate level, the highest score
was observed in the EE subscale, and the lowest score was ob-
served in the EO subscale [16]. Mostafazadeh et al reported
the highest score in the EE subscale and the lowest score in the
EO subscale [18]. The results of the present study are similar
to the study byYardımcı et al., in terms of the AEBQ score,
and the differences in scores in the subscales are thought to be
caused by the different cultural structures and eating habits
of the people of the different countries where the study was
conducted.
In the present study, the AEBQ score of individuals aged 55
and over was significantly higher than that of individuals aged
between 36 and 55 years and those aged 35 and under. In
their study, Şengür et al found that the AEBQ score increased
with increasing age. The results of this study are similar to
those reported in the literature [19]. The AEBQ score is ex-
pected to increase with increasing age, as lifestyle and cultural
changes acquired during adulthood are important factors on
food preferences and nutrition.
In this study, no statistically significant difference was found
in the AEBQ score according to gender. In their study, Yurt
and Özdemir reported no significant difference [20]. Zulu et
al. also found that although therewasno significant difference
between eating behaviors and gender, the scores of women
were higher than those of men [21]. Kahraman et al found
that the eating behavior score was statistically significantly
higher in female students than in male students [22]. The
difference between the present study and other studies sup-
porting the present study and Kahraman’s study is because
Kahraman’s study was conducted only among the young stu-
dent population.
In the study, it was determined that the AEBQ scores of sec-
ondary school, high school, and university graduates were sig-
nificantly higher than those of illiterate, literate, and primary
school graduates. Mutlu et al observed that there was no sta-
tistically significant difference in terms of adult eating behav-

iors in terms of education [21]. This difference is thought to
bedue to the increase in the level of education and the fact that
individuals’ body perception and eating behaviors include re-
strictive and regulatory eating behaviors.

When the AEBQ score was evaluated from an economic per-
spective, the AEBQ score of those who stated that their in-
come was more than expenses was found to be significantly
higher than those who stated that their income was equal to
and less than expenses. In the study by Tanriverdi et al., the
eating attitude behavior scores of those who described their
family’s income status as very high were significantly higher
than those who described their family’s income status as mid-
dle or low [23]. It is expected that a high income level and
the perception of having a high income level will increase the
AEBQ score. The results of the present study are compatible
with the literature results.

In the present study, the AEBQ score of married people was
higher than that of single people, and theAEBQscore of other
marital statuses (divorced and widowed) was higher than that
of single andmarried people. Ceyhan’s study foundno signif-
icant correlation between marital status and eating behaviors
[24]. This difference between the results of the present study
and Ceyhan’s study is thought to be due to the fact that Cey-
han’s study was conducted among students and the number
of married individuals was very low compared to single indi-
viduals. Single individuals are also thought to be at a higher
risk of eatingdisorders, anddue to their irregular lifestyle, they
cannot pay much attention to their eating habits and have
worse eating attitudes than married individuals.

The AEBQ score of those without children was higher than
those who had children. This is one of the most important
reasons why parents with children have a negative impact on
their eating behaviors, as they have the concerns and worries
of all family members as a whole due to the concept of family,
in addition to their own individual responsibilities.

24 https://doi.org/10.5455/annalsmedres.2025.05.135

https://doi.org/10.5455/annalsmedres.2025.05.135


Atici E. et al. Original Article AnnMed Res 2026;33(1):19–26

The AEBQ score of those with chronic diseases was higher
than those without chronic diseases. In Ayaz’s study, indi-
viduals with chronic diseases had higher eating attitude and
behavior scores than those without chronic diseases [25]. In-
dividuals with chronic diseases showmore care and attention
to their eating behavior because of the need to prevent further
disease progression and to live a better quality of life. There-
fore, it is important for individuals with chronic diseases to
establish a more regular and careful eating behavior discipline
for their own health stability.
TheAEBQ score of those with physical disabilities was higher
than those without. Disabled individuals behave in a more
multidisciplinary manner on this issue because they believe
that regular consumption of food and beverages, and there-
fore their eating attitudes and behaviors, are an indicator of
being fully healthy.
When the correlation between some characteristics of the par-
ticipants and AEBQ scores was examined, a positive corre-
lation was observed between AEBQ scores and age, chronic
disease duration, physical disability duration, and BMI. The
AEBQ score is expected to increase as the BMI increases, as
obesity is not only a problem in developed countries but also
one of the most important public health problems in devel-
oping countries due to globalization. Similar results were ob-
tained by Shinde et al. [26].

CONCLUSION
In this study, the participants’ EEmean scores were high, and
the mean scores of the other subscales and AEBQ were mod-
erate. However, the AEBQ score was higher in individuals
aged 55 and over than in the other age groups, married indi-
viduals compared to single individuals, and individuals with-
out children than those with children. Those who had a high
income, suffered from chronic diseases, and had physical dis-
abilities also had high AEBQ scores. A statistically significant
positive correlation was found between the participants’ age,
number of children, duration of chronic disease, duration of
physical disability, and BMI values and AEBQ scores. The il-
literate and those with advanced education were the groups
that caused the difference. As the scale used in this study is
new in the literature and has not beenwidely applied, increas-
ing the number of studies using the AEBQ for the assessment
of adult eating behaviors and expanding solution proposals
based on the findings of these studies are recommended. In
line with the first objective of the study, the eating behaviors
of individuals over the age of 18 were examined, with partici-
pants showing highmean scores in EE andmoderate scores in
the other subscales. These findings provide an overviewof the
participants’ general eating behavior profile and are expected
to contribute to the development of healthier eating habits
and healthier societies.
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